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HOMOSEXUAL AND GENDER
nonconforming behaviors have been variably expressed in different cultures since the beginning of recorded history. However, only in recent years has there been sufficient scholarship about sexual and gender minority youths to enable clinicians to learn more about the imique health needs of these populations.' For most of the 20th century and previous centuries, sexual and gender minority people were not recognized as discrete populations that required specific, culturally responsive attention from health care professionals and public health programs. However, awareness increased after the emergence of the gay liberation movement in the late 1970s, and was exponentially enhanced as cUnidans began to recognize an increasingly varied panoply of sexually transmitted infections, culminating vnth the AIDS epidemic. These observations were only the tip of the iceberg, because many health issues faced by sexual and gender minorities were not exclusively related to their sexual behavior, but were often a response to the stigma and discrimination they experienced.^ Sodetal understanding of tbese issues has been informed by the emerging awareness of health disparities that are not only prevalent among radal and ethnic minorify populations, but are common among sexual and gender minority populations.'' This emerging awareness has also led to the recognition that health systems must become responsive to the reality of a diverse array of minority health disparities, to enhance access to appropriate health care for disenirandiised populations.* An understanding of the reasons why spedfic populations may not fully engage in care is critical to creating more culturally responsive systems for health care, as well as the spedfic clinical conditions fhat may be more prevalent in subpopulations. It is also important that dinidans learn how to improve the ways that sexual and gender minority youths experience their dinical care, induding evaluating how provider attitudes may affed physidans' ability to provide nonjudgmental care.
For sexual and gender minority populations, the recognition of the importance of addressing their unique health needs is a recent development.^ Historically, many key professional documents, such as the early versions of the Diagnostic Management System (DSM) of the American Psychiatric Assodation, presumed that individuals who were homosexual or who displayed gender nonconformity were ipso fado experiencing a mental health illness. Only in recent decades have health professionals recognized that past dogma and professional bias caused much harm, and prevented development of ways for providers to help their sexual and gender minority patients to optimize their resilience to lead confident, healthy, productive Uves.'^'Ĥ ealth care professionals' understanding of sexual and gender minority subcultures is particularly important to ensure the successñil growth and development of lesbian, gay, bisexual and ti-ansgender (LGBT) youths, given young people's developmental vulnerabilities, and the normative role that trusted health professionals can play. The February 2014 issue of the American Journal of Public Health has provided a wide array of studies based on recent data from the Youth Risk Behavioral Survey (YRBS) system, which provides data that can inform and improve the dinical care of sexual and gender minority youths.
Careful analyses of the life experiences of sexual and gender minority populations suggest that proximate causes of psychological distress and risk-taking behavior for some stem from early childhood experiences, induding physical and emotional abuse by family or peers, as well as general sodetal stigma and discrimination (Institute of Medicine^ [IOM]), resulting in dysfunctional behavior.®'^ Similar health disparities (e.g., increased risk for HIV or sexually transmitted infection), depression, and substance use are now being recognized among sexual and gender minorities in developing countries.'" These findings suggest that successful responses to the global HIV/AIDS epidemic wül require the development of culturally sensitive programs that address concomitant clinical concerns and root causes, such as sodetal and institutional homophobia Research is needed to understand how the majority of sexual and gender minority people lead resilient and productive lives in the face of discrimination and to develop assets-based interventions that build on the community supports that they have aeated.
FACTORS INFLUENCING DEVELOPMENTAL CHALLENGES
Despite major advances in the extension of dvil liberties for sexual and gender minority populations in many sodeties in recent years, bias and stigma remain a concern, particularly for young people, who often Uve in sodal environments that expose them to rejection and isolation, discrimination, and abuse.'' Their introjection of sodetal disapproval may result in internalized homophobia, loss of self-esteem, depression, and other emotional distress.'^''' Recent studies have found that sexual attraction begins with onset of puberty, if not sooner.'*''* The usual processes of developing sexual and gender identities is particularly stressful for sexual minority youths because they are likely to experience identity confusion and lack of support for their emerging identities, resulting in high levels of stress as they realize they have a stigmatized identity.'® They may feel shame, guilt, or denial.'^ Recent studies have suggested that heterosexual, as well as sexual and gender minority youths, are recognizing their sexual identities at earlier ages than in previous decades,'® and for LGBT youths, this means that they are confronting sodal challenges when they may be less inteUectually and sodally mature, and may have fewer sodal supports than older adolescents and young adults.
The process of "coming out" may result in the loss of fiiends, verbal abuse, and other forms of rejection by parents, other key family members, trusted sodal leaders, and other forms of discrimination or violence, ranging from physical abuse to emotional bullying.^ Parents and guardians play pivotal roles as gatekeepers, who may create barriers to youths receiving care that is appropriate for their developmental stages and identities. This may be particularly problematic if the adult is unaware, nonsupportive, or hostile to the youth's expression of sexual orientation or gender-related behavior. Because adolescence is a critical period in identity formation, these adverse experiences may impair further psychosodal development, particularly in youths who grow up in dysfunctional families. These adolescents are at increased risk for impaired physical, social, and emotional health."''^" Clinicians will need to learn effective strategies to engage family support without compromising youths' privacy and confidentiality.
HEALTH DISPARITIES
Although many earlier studies focused on male homosexual youths and their risks for HIV, more recent data indicate that sexual and gender minority adolescents are more likely than their heterosexual peers to experience a diverse array of health disparities, many of which may increase their vulnerability to sexually transmitted infections. Many of these conditions may be harmful in and of themselves (e.g., depression and substance use), preventing successful development.®'^'T he recent issue of the American Journal qf Public Health presented robust new data from the YRBS for more than 20 000 youths surveyed between 2005 and 2007.^' Although most partidpants in the study identified as heterosexual (93.2%), 3.4% identified as bisexual, 1.1% as gay or lesbian, and 2.3% as tmstrre of their sexual orientation.^^ Because of the diversity of the subpopulations sampled, and the broad array of health behaviors surveyed, these data provide a imique opportimity to compare and contrast the health of sexual and gender minority youths with their heterosexual peers.
The data revealed some concerning trends among the sexual and gender minority youths compared with their heterosexual counterparts, across a variety of health domains, including increased rates of sexually transmitted infection risk behaviors,^^ problematic substance use,^^ alcohol tise,^ŝ moking,^® abnormal weight,^^ and multiple cancer-related risk behaivors.^® Furthermore, sexual and gender minority youths were more likely to report that they did not use seatbelts regularly compared with heterosexuals.^T he reasons for these health disparities are complex, but internalization of peer and social rejection appears to play a role. In the YRBS, sexual minorities reported more peer victimization than heterosexuals.'^"'"'^ Peer victimization was related to disparities in cancer-related risk behaviors of substance use, sexual-risk behaviors, and purging. Sexual and gender minorities also reported more fighting, skipping school because they felt tinsafe, and having property stolen or damaged at school."^' The highest levels of victimization were reported by youths with bisexual identities or who reported both male and female sex pariners."^' These data surest that peer victimization is important in tmderstanding sexual orientation disparities regarding many adolescent healtii risk behaviors and the high prevalence of depression and related mental health conditions in these populations.^^ Interventions are needed to reduce such victimization in schools, as a way to reduce sexual orientation disparities in cancer risk.
The findings in the articles in this special issue highlight a range of health disparities for sexual and gender minority youths, but tmfortunately are not the first to document tiie deleterious elfects of violence and victimization on their development Half of the students in one study who reported homophobic btiUying reported they skipped school because of the experience.^ School environments need to create climates where youths are comfortable in expressing their identities. Hatzenbuehler et al.^"* fotind, in this YRBS sample, that sexual and gender minorily adolescents living in states and cities -with more protective school climates were significantly less likely to report past-year suicidal thoughts than sexual minority adolescents living in states and cities with less protective climates. Schools that support sexual and gender minority students, and expHcitly oppose homophobic btillying, create an environment in which all students feel safe and are able to leam.'T he challenges for youths may be particularly profotmd for those who are from racial and ethnic minority communities. In a longitudinal report of sexual minority Black and Latino youths, the participants reported involvement in fewer gay-related social activities and less comfort with others knowing their sexual identity compared with White youths.'^'* This was possibly because they may have felt marginalized by their familial community, at a time when they experienced racism in the LGBT community. Thus, proactive support for the healthy development of sexual and gender minority youths must incorporate awareness of the cultural norms of their natal communities and of their peers.
FOCUSING ON RESILIENCE
Despite societal rejection, the majority of sexual and gender minority youths become adults who lead healthy and productive lives.''^ Lack of social or familial acceptance may lead to internalized self-rejection, and multiple studies have shown that they are more likely to report childhood sexual abuse,^" substance abuse,^®"^® depression,'^ as well as domestic and homophobic violence than their heterosexual peers.'^''^'"'^ Several groups have noted that these health conditions are correlated and potentiate tiie risk for each other.*°"'*^ These syndemics sjTiergistically interact to produce substantially worse health outcomes for sexual and gender minority youths, often compounded by internalized homophobia and cultural marginaHzation. The homophobic violence that sexual and gender minority youths experience may predispose them to greater psychosocial morbidity since they often do not have access to community support.
However, despite these challenges, the majority of LGBT youths are not tmhealthy, suggesting that most are resuient in tiie face of societal rejection.^^'*R ecent developmental work suggested that many LGBT youths have developed strengths in the face of adversity, which may enable them to make a successful transition into adulthood.'*'* A longitudinal multicenter study of adult men who have sex with men found that internalized homophobia tended to decrease as the men got older, and that those individuals who had the least residual negative effects about their sexual orientation were the least likely to be depressed or to repori other syndemic problems.*^ Ftirther research is urgentiy needed to better tmderstand wby LGBT youths, who have been exposed to negative developmental experiences, continue to function weU. CUnidans have an important role to play by helping sexual and gender minority youths understand the assets they possess, and to assist youths who are not optimally coping to find support systems that wiU enable them to develop their skills, to accept themselves, and to appreciate and utilize their innate strengths.
WHAT CLINICIANS NEED TO KNOW
Although it is likely all clinicians care for sexual and gender tninority youths, many may not know it, despite being in a tonique position to provide them with vital health infonnation. Adolescent health education in schools is often primarily focused on pregnancy prevention, and not how youths can acctirately assess their risks for HTV and sexually transmitted infections, while having satisfying sex lives. Ironically, several studies have sho-wn that many patients desire to discuss sexual orientation and gender identity with clinicians. As noted in a landmark report in 1997, tiie IOM commented, "Ironically, it may require greater intimacy to discuss sex than to engage in it."' *® Studies have shown that clinicians are far more likely to talk about adherence to HIV therapy than to discuss risk beha-vior to prevent HIV transmission.^^ With respect to speaking openly to LGBT youths, bias among cHnidans toward sexual and gender minorities has been identified as a cause of health disparities among these populations.®'''^** Although the etiology of professional bias has not been well studied, it can be assumed that it results from a combination of having learned the now disavowed medical dogma (the previously discussed DSM) and the lack of any significant programs to educate students, trainees, and practicing clinicians about unique health issues of concern among LGBT youths.'*^ These findings surest that clinical training needs to be improved, by providing new knowledge, and addressing clinician attitudes toward sexual and gender minority youths, to enhance open and nonjudgmental discussions in clinical settings, to facilitate patients' health and resilience.
A primary issue for clinicians is to recognize the importance of, and become comfortable with, talking openly with their patients and clients about their sexual orientation and gender identity. When dealing with youths, it will be important to recognize that these may be issues about which there may be considerable fluidity, and for many, reluctance to openly discuss their sexuality with anyone without first establishing a trusting relationship. Obviously, the urgency and directness of such discussions must reflect the context of the dinical encounter. Early exploration of sexual risk will be more important when examining a patient with an acute sexually transmitted infection or potential acute HIV syndrome; however, repeated encounters may be needed to establish trust in other settings.
Although most medical schools now teach students to ask patients who are sexually active if they have sex vnth men, women, or both,^® these questions focus on sexual risk, and do not recognize the complexity of sexual orientation. which includes gaining an understanding of sexual identity (gay, straight, or bisexual), behavior, or desire. It is just as important to explore issues of sexual concern, risk, and health for those who have not been sexually active as it is for those who have had sexual experiences. Helping an adolescent, who is thinking about coming out, to get the appropriate supports in place in advance of discussing their situation widely may be of enormous benefit. Dealing with youths who are questioning their gender identity can be complex, but can play a critical role in helping them have a positive early experience as they explore their feelings and options. Some youths may be very clear with respect to having a transgender identity or identifying with the gender consistent with their birth sex, while others may consider themselves as neither male nor female and consider themselves as having a no specific gender, or may describe themselves as "gender queer."
After establishing a level of comfort with patients' sexual orientation and gender identity, it is then imporiant to consider related issues rooted in the disparities we know to be more prevalent among sexual and gender minorities, and to engage in care that will lead to overcoming barriers to having a healthy life. For example, sexually active adolescents will require routine sexually transmitted infection and HIV services. Providers who do not have these resources need to become famiMar with local outreach agencies, hotlines, and media that can connect adolescents with positive role models and social opportunities. Because of their higher risk, youths should be questioned specifically about anxiety, depression, and mental resilience. Lack of acceptance by families is felt to be one of the reasons for the high rates of homelessness among LGBT youths. CMdans must be aware of this as a potential outcome, and work with families and youths to optimize famñy acceptance.
Unfortunately, clinical training to enhance understanding of sexual and gender minority youths has been woefully lacking. Until recently, there has been little opportunity for practicing clinidans to learn more about how to improve their knowledge and refled upon biases they have, which might interfere with their providing sensitive, nonjudgmental, and well-informed health care. Professional organizations such as the American Medical Assodation and the American Association of Medical GoUeges have taken strong positions about the need for clinicians and institutions to consider how to provide equitable, quality care for LGBT people. The American Gollege of Obstetrics and G}Tiecology has stated its opposition to gender identity discrimination and has lent its support for health insurance coverage for care of transgender people. The Joint Gommission for the Accreditation of Hospitals has published a Field Guide^^ that sets out principles to be followed by organizations to insure access to quality care for LGBT people.
There are now several programs around the country that focus on providing resources for clinicians to train them to provide competent care for LGBT patients. The National LGBT Health Education Genter at the Fenway Institute in Boston is fiinded by a national collaborative agreement with Health Resotirces and Services Administration to provide training to clinicians in community health centers nationwide. The center holds webinars at least monthly on topics for clinidans on
LGBT health that are available for free and provides continuing education credits. The resources of the Education Genter can be accessed through its Web site at http ://www.lgbthealtheducation. org. The Human Rights Gampaign administers the health eqtjity index for health care organizations seeking to demonstrate their leadership in providing quality care for LGBT people.
THE DEVELOPMENT OF CULTURALLY TAILORED SERVICES
Despite the increased awareness of the risks faced by LGBT youths, finding culturally appropriate and sensitive health care services can too often be an elusive goal. Barriers created by sodetal stigma, secrecy surrounding their sexual orientation or gender identity, and a general lack of knowledge as to where to find LGBT-fdendly providers continue to challenge access to care for this vulnerable population. Further complicating the matter, LGBT adolescents may be unwilling or fear using their health insurance to access needed services out of concerns that their sexual identities may be disclosed to parents or peers.
LGBT youths may therefore seek services in public health clinics or other settings where they may more easily ensure their anonymity, but where the full range of medical, social, and preventive health care services may not be readily avaüable.
However, in the past decade, the increased recognition of the complex risk, sodal, and societal environments in which LGBT youths attempt to access culturally sensitive health care has resulted in the development of specialized programs or centers designed to spedfically offer services tailored to the unique needs of LGBT youths. Largely in urban settings, centers such as the Sidney Borum Health Center in Boston, Massachusetts; the Broadway Youth Center in Chicago, Illinois; the Au Forney Center in New York City; and the youth services programs of the Los Angeles Gay and Lesbian Center in Los Angeles, California, have established themselves as "barrier-free" care programs. These programs offer a variety of medical and social services designed to meet the complex needs of LGBT youths, induding the homeless, transgender individuals, and youths affected by HTV/AIDS. These spedahzed centers typically employ a one-stop shop model within a safe, welcoming, nonjudgmental environment They offer a range of services from basic necessities (e.g., meals, shower) to medical care, testing, and counseling for HTV and other sexually transmitted infections, case management, mental health coimseling, and in some settings, vocational and educational training. Importantly, as these centers have become firmly established, they have often partnered with other community-based organizations to creatively round out comprehensive service provision. They have partnered with academic health centers and health services to train fiiture generations of physidans and other health care providers on the spedalized models of care LGBT youths may require. To date, thousands of LGBT youths have received care and services at these spedalized centers. Their importance in improving the health care delivery of LGBT adolescent health care services, particularly those who are the most marginalized, was emphasized in the 2009 IOM report, "Adolescent Health Services: Missing Opportunities."^" However, despite the development of spedalized centers that have been instrumental in reaching and delivering health care services to marginalized LGBT youth populations, it must be emphasized that the majority of LGBT youths, particularly those in suburban or rural environments, seek care in traditional health care settings, such as school-based health centers, private practices, and unspedalized community-based health centers. This underscores the importance of ensuring that training in culturally sensitive care for LGBT youths occurs broadly and is not limited to urban centers or the previously mentioned spedalized LGBT centers. The development of services tailored to the spedal health care needs of LGBT youths begins with creating a welcoming office or dinic environment This can indude the display of posters, flyers, or other materials that indude LGBT people or that demonstrate a dear willingness to provide care for a diverse array of yotuig people. Office poudés can develop regarding confidentiality and help establish a safe dinical space. Guidelines can be posted prominently in waiting areas and patient examination rooms. Confidentiality can be addressed proactively by educating parents, guardians, youth, and staff on the parameters and importance of confidential care, induding visibly posted office poMdes. Staff training is criticaUy important-not just for medical or nursing staff, but for front desk and office staff as weU because they are often the first individuals a yotmg LGBT person may come into contad within a clinical setting.
The patient interview is another prime opportunity to set a comfortable tone for the LGBT adolescent patient, allowing a young person to seek information, help, support, and medical treatment as needed. Many LGBT youths wül not be comfortable sharing their identity with a dinidan, espedally if they are still in the process of exploring this identity. Therefore, it is not necessarily important to know which youths are LGBT and which are not as long as a safe space is created for the yotmg person to discuss issues related to gender and sexuality, and their needs and concerns are met Culturally tailored care for LGBT youths means that sensitive topics, such as school and home safety, sexual activity, and substance use must be carefully and comprehensively addressed with spedfic probing questions, but without falling routinely into traditional stereotypes (e.g., all yotmg gay men are at risk for HIV). The physical examination and diagnostic evaluation of LGBT youths should be guided more by a young person's behavior than stated identity and should typically follow the general recommendations for all adolescent health care, such as those detailed in the American Medical Association's Guidelines for Adolescent Preventive Services.^' Of the utmost importance is the recognition that with proper training and education, the delivery of LGBT sensitive care and services for youths is both important and attainable for the majority of cHnical providers and clinical systems of care.
CONCLUSIONS
In stmimary, these articles examining YRBS data provide new insights regarding the prevalence and etiology of health disparities for sexual and gender minority youths. It is dear from these data that many of the root causes are related to famiHal and sodetal rejection, creating a cyde of alienation, depression, and decreased self-efficacy, which impair the ability of sexual and gender minority youths to make successful adjustments in their maturation process. TTie data suggest that structural interventions are needed, ranging from education of parents regarding how important their acceptance can be, to training health care professionals to be knowledgeable about the provision of culturally sensitive care for their sexual and gender minority patients. The progress in the achievement of dvfl ri^ts for LGBT people over the past few decades has been rapid, so now is the time for the public health and clinical communities to facilitate improved health for sexual and gender minority people through enhancing the understanding of the reasons for persistent disparities and the dissemination of best practices.
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